Through content analysis, the study traces the relative prominence of "biomedical" and "public health" approaches in congressional bills aimed at improving the health of racial and ethnic minorities over a 28-year period. It documents a surge of interest in minority health during the late 1980s and early 1990s and highlights the dominance of biomedical initiatives during this period. Drawing on historical methods and interviews with key informants, the paper explains these patterns by detailing the ways in which policy legacies shaped the interests, opportunities and ideas of interest groups and policy-makers.
and state officials (both appointed and non-appointed), as well as researchers and representatives of interest groups. The organizational affiliations of the informants are listed in Table 1 
TABLE 1 ABOUT HERE
For the content analysis, we first developed a list of possible policy proposals for addressing the health of racial and ethnic minorities. We based this list on several sources: the HHS Healthy People 2000 report, congressional hearings on minority health, interviews with key informants, and selective reading of academic journals, the prestige press, and reports of major foundations. Our list contained 63 possible proposal codes. We then conducted subject searches in the U.S. Congress's THOMAS database and identified all bills (N=147) that dealt with health and explicitly targeted racial and ethnic minorities from 1975 to 2002 (see Methodological Appendix for selection criteria). We then performed content analyses of the bill summaries using our proposal codes. Gamson and Modigliani (1987; 1989) argue that policy ideas on particular issues are "organized and clustered" into "packages". Through our reading of a wide variety of works on minority health and the bills themselves, we arrived at five main proposal packages that encompassed the 63 proposal codes: Biomedical, Public Health, Non-Health Social Welfare, Government Capacity and Accountability, and Community Participation. Below, we provide a brief description of the five packages and offer a more detailed description in Table 2 .
TABLE 2 ABOUT HERE
Biomedical Package Lavis (2000:314) contrasts the Biomedical and Public Health packages as follows:
The public health model adopts a multicausal and ecological perspective that allows for reciprocal associations among variables. Its focus is groups of people, usually communities, and its goal is health promotion and dise ase prevention.
The biomedical model "typically refers to a unidirectional, biological cause-andeffect relationship between an agent and host" (Runyan 1985:605) . Its focus is individuals and its goal is the medical cure of disease.
Our Biomedical package includes three sub-packages: biomedical research; access and utilization of medical and mental health care (including dental care); and the quality and equality of medical and mental health care. Proposals within the Biomedical Research sub-package include conducting research on particular diseases, conducting research on biological differences between racial and ethnic groups, including and protecting minorities in research trials, and recruiting and training minority biomedical researchers.
Proposals within the Biomedical Access sub-package include increasing insurance coverage for minorities; setting up clinics in neighborhoods, schools and public housing; and ensuring that health care facilities are located in areas that serve minorities. The Biomedical Quality sub-package includes proposals on increasing the linguistic and cultural competence of health care providers and institutions, enforcing antidiscrimination laws, and recruiting and training minority health providers.
Public Health Package
The Public Health package also contains three sub-packages: clinical preventive services, health promotion and health protection. The Clinical Preventive Services sub-package includes immunization and vaccination, and the screening, monitoring and early diagnosis of diseases.
Proposals within the Health Promotion sub-package include reducing unhealthy or risky individual behaviors relating to drugs, alcohol, tobacco, sexual behaviors, diet, exercise, homicide, suicide, and accidents. The Health Protection sub-package includes proposals on the reduction of health risks through population-level rather than individual-level interventions.
Such interventions include the legal regulation or taxation of guns, crime, drugs, alcohol and tobacco, as well as efforts to ensure auto and highway safety, food safety, sanitation, and occupational health and safety. This category also includes environmental regulation and cleanup.
Non-Health Social Welfare Package
Relevant policies within the Non-Health Social Welfare package include education (nonhealth), housing, residential integration, income support, employment policies, and income redistribution. This package is no doubt under-represented because we only analyze bills that explicitly address health. To do otherwise would expand the scope of the project beyond our resources.
Government Capacity and Accountability Package
The Government Capacity and Accountability package includes establishing offices of minority health in federal and state bureaucracies, mandating strategic plans, and improving data collection on health disparities.
Community Participation Package
Proposals within the Community Participation package include attempts to promote the participation of members of local and minority communities in the planning of health care provision, in public health interventions, and in research on health disparities.
Below, we present data on the prevalence of these packages, paying particular attention to the interplay of biomedical and public health approaches in minority health policy. First, however, an overview of the history of minority health policy-making is in order. As our subsequent discussion of policy legacies shows , a complex interaction of historical forces has driven the trends in minority health policy over the past three decades. A better understanding of this history can help us to explain these trends.
AN OVERVIEW OF MINORITY HEALTH POLICY-MAKING
In this section, we detail major events in minority health policy-making, including executive actions, legislative enactments and focusing events (see Table 3 ). In the section that follows this one, we focus not only on legislative enactments, but on all 147 bills introduced in
Congress.

The Ford and Carter Administrations
In the 1970s, attention to minority health was minimal and most enactments were biomedical. The 94 th Congress enacted an alcoholism treatment and prevention bill that targeted minorities (S. 3184), and in the 95 th Congress, a health care research and statistics bill called for regular assessment of the health problems of low-income and minority groups (S. 2466).
In 1979, the Surgeon General released the first Healthy People report, establishing five broad national health goals but none of these goals targeted racial and ethnic or income-based health disparities (U.S. Department of Health Education and Welfare, 1979). However, the following year, when it established 219 objectives for the attainment of these goals, the Public Health Service named five specific objectives for reducing racial and ethnic or income-based health disparities (in infant mortality, maternal mortality, low-weight births, prenatal care, and homicide 
The Reagan Administration
In the early 1980s, attention to minority health remained low and enactments incorporated both public health and biomedical approaches. 
The Clinton Administration
In 1992 This historical overview reveals ebbs and flows in attention to minority health, the number of legislative enactments, and the degree to which they incorporated public health or biomedical proposals. 
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In the following section, we move away from a focus on legislative enactments and executive branch activity to focus on the proposals (enacted or not) considered by Congress over the same period. These proposals reveal how Congress thought about minority health and how it tried to address it.
TRENDS IN MINORITY HEALTH PROPOSALS, 1975-2002
An 
FIGURE 1 ABOUT HERE
Turning to the content of the bills, approximately 43 percent focused primarily on minority health while the remaining 57 percent dealt mainly with the health of the general population or low-income people while targeting minorities in some way. If we sort the minority health bills into the five packages and six sub-packages discussed above, access and utilization of medical (and mental health) care was the most prevalent, followed by government capacity and accountability, health promotion, quality of medical care, and biomedical research (see Figure 2 ). Only a small number of bills deal t with clinical preventive services, health protection, non-health social welfare policies or community participation. Because of the complexity of many of the bills, we included some in more than one package-a common approach in studies of this type (Burstein et al., 1995) . Within these packages and sub-packages, the most common individual proposals were as follows: creating new government institutions (including advisory committees) (39 bills), recruiting and training minority health providers (31), targeting biomedical research towards diseases with large disparities (21), improving data collection on health disparities (21), improving cultural competence of health providers (including language competence) (20), drug abuse prevention and awareness (18), alcohol abuse prevention and awareness (13), recruitment and training of minority biomedical researchers (11), inclusion of minorities in biomedical research trials (9), and prevention of pregnancy and sexuallytransmitted diseases (9).
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If we divide the bills into the two packages of biomedicine and public health, we find that 84 percent of the bills contained biomedical proposals while only 46 percent contained public health proposals. Thirty-three percent of the bills contained both types of proposals. In addition to the prevalence of biomedical bills, an indicator of biomedical dominance is that 61 percent of biomedical proposals appeared in bills without public health proposals. By contrast, only 30 percent of public health proposals appeared in bills without biomedical proposals. In other words, public health proposals most often appeared in combination with biomedical proposals, but biomedical proposals most often appeared alone.
Examining the two packages over time, our analysis suggests five relatively distinct periods for minority health proposals (see Figure 3 ). In the first (1975-1980-the Ford and  Carter administrations), there were few bills of either type, but bills containing biomedical proposals outnumbered those containing public health proposals. During the second period (1981) (1982) (1983) (1984) (1985) (1986) -the first six years of the Reagan Administration), there were still few minority health bills, but there were roughly equal numbers of each type of proposal. An upsurge in minority health bills occurred in the third period (1987) (1988) (1989) (1990) (1991) (1992) (1993) (1994) . This was the period immediately following the release of the Malone report and included the Bush and early Clinton
Administrations. The number of both types of bills increased, but the number of biomedical bills increased much more than public health bills. In the fourth period (1995-1998) with a new
Republican congressional majority, both types of bills declined, but public health bills declined more sharply. In the fifth period (1999) (2000) (2001) (2002) , the number of minority health bills rose again as the Clinton administration committed to eliminating health disparities by 2010. Both types of bills increased, but biomedical bills continued to outpace public health ones. Surveying all five periods, biomedical bills outnumbered public health bills in every period, but public health bills were still fairly well represented, and there were about the same number of both types of bills during the second period and the early part of the third.
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Dividing the biomedical package into the biomedical research sub-package and medical care (the biomedical access and biomedical quality sub-packages) offers a more nuanced view of the trends. Figure 4 indicates that there were very few biomedical research bills until the 1987-88 Congress when the number of these bills began to increase. After that time, biomedical research bills accounted for a large portion of the gap between biomedical and public health bills.
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These trends provoke three main questions. First, the biomedical package is dominant in most years. What accounts for this dominance? Second, although the biomedical package was dominant in most years, this was not uniformly the case. Notably, in the early 1980s, public health proposals were almost as numerous as their biomedical counterparts. What accounts for this period of relative parity? Third, when the minority health issue achieved national prominence in the late 1980s and early 1990s (Period 3 of our analysis), Congress responded with more biomedical proposals than public health ones, and an important component of this increase was an increase in biomedical research proposals. Given the skepticism of many in the scientific community about the existence of innate, biological differences among racial or ethnic groups (Foster & Sharp, 2002) what explains the marked ascendancy of biomedical research initiatives for addressing racial/ethnic health disparities during this period?
THE "NEW PERSPECTIVE ON HEALTH" AND PUBLIC HEALTH PARITY
Within the last three decades of minority health policy, the early 1980s appear to be anomalous in that public health proposals in Congress nearly equaled those with a biomedical orientation. To understand this period in minority health history, we must return to the decade immediately preceding it. Beginning in the 1970s, numerous scholars argued that medical care
was only a small determinant of population health in comparison with factors such as sanitation, nutrition, healthy behaviors, environmental and workplace conditions, and income inequality (Fuchs, 1975; Marmot et al., 1984; McKeown, 1976 But the new perspective attracted the attention of progressives, who emphasized the need for greater structural changes and saw in it opportunities to ameliorate social conditions that lead to bad health for the poor and minorities. At the same time, the new perspective attracted the attention of neo-conservatives, who emphasized personal responsibility for minority health outcomes and saw in it opportunities to cut health spending (Marmor et al., 1994 The conflict between progressive and conservative versions of the "new perspective" was also evident within minority communities themselves. Many liberals and African Americans criticized HHS Secretary Sullivan for his emphasis on personal responsibility for health. In
March 1990, Sullivan told a mostly black audience that African Americans "cannot hope to solve the problems confronting our young black men until we put a halt to the finger-pointing and the scape-goating and understand that it is primarily up to us-individually, our families, our communities, our institutions, our traditional ethical standards and cultural strengths-to save our young men. We must build our vision for a better future on the solid rock of personal and community responsibility" (Boston Globe, May 20, 1990, p. 22) . Although the NAACP and the NMA credited Sullivan for raising the nation's consciousness about minority health disparities, they criticized his opposition to national health insurance and other progressive reforms (Washington Post, August 18, 1990, p. A4). Thus, the rise in public health approaches during the 1980s was likely the result of the development of "the new perspective on health" and its embrace by both progressives and conservatives during a period of conservative government.
SOCIAL MOVEMENTS AND BIOMEDICAL RESEARCH
While the events above help explain why public health proposals reached parity with biomedical proposals in the early 1980s, they cannot account for the expansion of biomedical research proposals in the late 1980s and early 1990s. This was a period of fairly stagnant NIH funding (though funding would eventually double between 1998 and 2003), so it is unlikely that the increase was the result of new levels of enthusiasm for biomedical research. Instead, we need to look at the experience of two contemporaneous social movements-the HIV/AIDS movement and the women's health movement. These movements increased both the visibility of biomedical research and demands for its accountability during the late 1980s (Epstein, 1996 (Epstein, , 2004 Weisman, 1998) . HIV/AIDS activists pushed for the inclusion of more women and minorities in clinical trials because such trials offered access to otherwise unobtainable experimental treatments. And women's health activists questioned whether the findings of clinical trials with only male participants could be extrapolated to women (Epstein, 2004) . Both movements ended up producing minority health proposals. The women's health movement pushed several bills that sought the inclusion of women and minorities in NIH and FDA clinical trials. And other bills sought the inclusion of minorities in AIDS research. The minority health movement largely embraced and echoed these demands. Some within it, however, argued that requirements for the inclusion of minorities in clinical research actually fostered racism because they were predicated on the notion that race is a biological rather than a social category and that there are significant biological differences among races (Epstein, 2004) .
Though the new perspective on health and contemporaneous social movements can help us to understand the period of parity between biomedical and public health bills and the rise in biomedical research proposals at the end of the 1980s, they cannot explain why biomedical proposals have been dominant for most of the period under consideration and remain so into the 21 st century. For this, the concept of policy legacies is required.
POLICY LEGACIES AND BIOMEDICAL DOMINANCE
Policy legacy arguments suggest that new proposals will build on previous policiesusing them as positive or negative examples. They also suggest that existing policies may affect political actors' resources, incentives, cognitions, and access to information, as well as their normative beliefs about the legitimacy of certain practices, forms of organization, and organizations themselves (see Amenta, 1998; Bonastia, 2000; Esping-Andersen, 1990; Hall, 1989; Hall, 1986; Heclo, 1974; Pierson, 1992 Pierson, , 1994 Skocpol, 1992; Steinmo et al., 1992; Weir, 1992 ).
This theoretical orientation suggests that legacies of existing general health and minority health policies would have profound effects on the content of subsequent minority health proposals. Our data support this claim and suggest multiple mechanisms whereby policy legacies shaped the content of minority health proposals. We show that policy legacies have operated in four distinct ways. They have: (1) structured the minority health interest group sector (2) provided opportunities for the attachment of minority health proposals to broader bills (3) provided opportunities for the incremental expansion of minority health policies, and (4) shaped the cognitions of policy-makers and interest groups.
Structuring the Minority Health Interest Group Sector
The United States spends more on health than any other country (14.6 percent of GDP in 2002) and approximately 45 percent of this is government spending. Spending on public health and prevention is minimal. Estimates range from one to five percent of all health spending (Brown et al., 1992; OECD, 2004; U.S. Public Health Service, 1993) . In other words, the United
States has a policy legacy of massive government investment in medical care and minimal investment in public health and prevention. This policy legacy has provided resources for the formation of medical interest groups and incentives for their participation in policy-making. As a result, the most numerous and most influential interest groups in minority health policy-making are offshoots of the medical care system (for a similar argument about general health policy, see Lavis & Sullivan, 2000) . Several scholars have argued that the medical industry supports increased expenditure on medical care and opposes prevention and public health initiatives that might cut into that expenditure (Lavis & Sullivan, 2000; Marmor et al., 1994; McGinnis et al., 2002) . In the case of minority health policy, the main effect of medical interest groups has not been to oppose legislation, but to propose it. When we asked members of Congress and their staffs why they had introduced particular proposals, they often answered that an interest group (usually a medical one) had come to them with the idea. Richard Hall (2000) argues that because of extreme demands on their time and attention, Congresspersons rely heavily on interest groups for policy ideas and proposals. Interest groups bear most of the costs of bill introduction-providing an informational and labor subsidy to members of Congress. Often an interest group develops the proposal, drafts the bill, helps write the Congressperson's speeches and press releases, and develops strategies for passing the bill. Our interviews uncovered a great deal of this type of behavior.
Providing Opportunities for Attaching Minority Health Proposals to Broader Bills
Approximately 57 percent of minority health proposals were attached to bills with a broader purpose than minority health. Our research indicates that proposal attachment occurred in three different ways. First, a legislator (or interest group) decided to add a provision targeting minorities to her own broader bill-either because the legislator had an interest in minority health, or because doing so provided an additional selling point or coalitional opportunity for the bill. Second, a legislator (or interest group) became aware of a broader bill and lobbied to have it target minorities. Third, a legislator (or interest group) sought to have her pre-existing minority health proposal attached to a broader bill.
An example of the first type of attachment is provided by the demands of the women's health movement for the inclusion of women in NIH and FDA clinical trials. The movement also demanded that minorities be included in such trials, apparently without being specifically requested to do so by minority health advocates. Thus, the women's health activism accounted for part of the increase in biomedical research proposals among minority health bills from 1989 to 1994 (103 rd Congress, S. 1).
An example of the second type of attachment is provided by the Ryan White Care Act.
In 1990, the Act provided primary care and supportive services to people with HIV/AIDS (P.L.
101-381). After the Act was implemented, minority interest groups complained that not enough
Ryan White money was going to minorities. As a result, the 1996 reauthorization of the Act required that the health services planning councils that provide advice on Ryan White grant distribution be reflective of the demographics of the epidemic in their geographic area (104 th Congress, S. 641). In another example, when the NIH budget doubled from 1998 to 2003, legislators concerned about minority health sought to ensure that a portion of the new money went to research on minority health. When we asked one legislative aide why his congressman had advocated for the expansion of the minority health office in NIH rather than in some other part of HHS, he replied, "Because that's where the money is."
An example of the third type of attachment is provided by Senator Matsunaga's (D-HI)
bill to make the Assistant Secretary of the Veterans' Administration (VA) responsible for monitoring and promoting minority access to VA services and benefits (101 st Congress, S. 564).
This bill was referred to committee and later became part of a much broader veterans' health care bill that passed the Senate (S. 13).
These examples suggest that the pool of broader bills available for attachment helps determine what types of minority health proposals are put forward. This pool is heavily dependent upon existing policies since much of policy-making involves building on existing bills or reauthorizing them. In fact, in his study of the reauthorization process, Hall (2002) found that the vast majority of bills introduced in Congress are related to pending reauthorizations. Since there are more biomedical policies in need of reauthorization than there are public health ones, the pool of bills available for attachment has a strong biomedical skew.
Providing Opportunities for Incremental Expansion of Minority Health Policies
Not only were minority health proposals attached to bills that addressed broader health issues, but minority health proposals also built on existing minority health policies. Since most of these policies had a biomedical focus, new proposals did too. 
Shaping the Cognitions of Policy-Makers and Interest Groups
Policy legacies are also located in the minds of policy -makers and interest groups. As "bounded rationality" theorists note, policy-makers act under conditions of uncertainty and ambiguity and have limited time, resources, and information. As a result, they rarely canvass all possible options, but instead rely on short lists, heuristics and rules-of-thumb. One insight of bounded rationality theory is that policy-makers often rely on old solutions to solve new problems (Cohen et al., 1972; Kingdon, 1984; Lavis, 2002; Zahariadis, 1999) . In this case, the old solution is medical care. Despite widespread acceptance within academia of the proposition that medical care is only a minor determinant of disparities in health status, members of Congress and their staffs and representatives of minority health interest groups rarely mention non-medical interventions as a method of reducing disparities.
When we asked congressional informants how they prioritized or chose among different means of addressing minority health-biomedical, public health, or non-health social welfare policies-the question typically drew stammers or blank stares. We think this occurred for two reasons. First, although our informants in federal bureaucracies and academia had clearly spent a great deal of time thinking about this question, congressional informants seemed to think more at the level of individual proposals than at the level of these broader, somewhat abstract, categories.
Second, as a rule, members of Congress and their staffs do not explicitly budget their time and attention between issues. Instead, they react to each individual issue on its own merits as it comes along. Our interviews uncovered few attempts by legislators to develop strategic plans or priority lists for addressing minority health. Some of this did take place within the Congressional Black Caucus, but it is not clear that this led to much legislation. The absence of abstract discussion of policy options and the reactive allocation of time and attention to proposals suggest that policy-makers do not so much brainstorm a set of new solutions for a particular policy problem as evaluate proposed solutions (often with the help of interest groups) to determine if those proposals serve their policy and political goals. This practice serves to reinforce the use of old tools since these are the proposals that policy-makers are exposed to through incremental policy-making and the reauthorization of existing policies.
Furthermore, interest groups are adept at framing their preferred policy outcomes as solutions to the problems that legislators wish to solve. One interest group representative pointed out that AMPHS was particularly skilled at this:
Is the establishment of a national center the appropriate response to health disparities, or is the establishment of a national center the appropriate response to an IOM study that comes out and says that the Cancer Institute is not spending enough money on minority cancer research? It was AMPHS's solution to that problem. The establishment of a national center was their solution to any number of things that came up that they could use to demonstrate the need for the
[Center]…You asked a lot about pipeline [minority recruitment to the health professions] and why have these solutions been put in place in response to these problems and the answer is because those are the solutions that AMPHS has been pushing.
The informant made a similar comment about AMHPS's role in the Disadvantaged
Minority Health Improvement Act of 1990:
They've been talking about health status; they've been talking about disparities; they've been talking about improving access and all those kinds of things that you hear about at the Black Caucus. The trick that they've been able to perform is to say, okay, you've got these things out there, you've got these issues, you've got these challenges, here's a solution that's in the national interest.
CONCLUSION
In this study, we examined proposals for improving the health of racial and ethnic minorities that reached the congressional agenda from 1975 to 2002. We found that biomedical proposals dominated in most years and that a large part of the biomedical dominance after 1988
involved an increase in biomedical research proposals, spurred in part by the HIV/AIDS and women's health movements. There was a brief period of parity between biomedical and public health proposals during the early 1980s, which was related to the emergence of the "new perspective on health" and its embrace by both progressives and conservative budget cutters during the Reagan Administration.
We also argued that policy legacies have been and continue to be a key determinant of biomedical dominance in minority health policy-making. Policy legacies affected the interests, opportunities, and ideas of policy-makers and interest groups. They structured the minority health interest group sector, provided opportunities for attaching minority health proposals to broader bills, provided opportunities for the incremental expansion of minority health policies, and shaped the cognitions of policy-makers and interest groups. All of these mechanisms served to fuel the momentum of the biomedical package during the late 1980s and early 1990s. These mechanisms should prove useful in the study of other policy domains as well.
The policy legacy mechanisms discussed here present pitfalls for minority health policymaking. Because of them, rational actors may not always produce rational outcomes for those whom their policies are meant to assist. Racial and ethnic health disparities persist and most observers agree that biomedical solutions alone will not eliminate them. Our study suggests that, in order for health disparities to be reduced or eliminated, policy legacies that inhibit innovation and reinforce biomedical dominance will need to be overcome.
Future research should compare the congressional arena with others, such as federal and state bureaucracies, state legislatures, the courts, philanthropy, academia, and the media, in order to determine if biomedical dominance is equally pronounced in those are nas and if policy legacies play a similar role. Future research should also add a cross-national componentexamining discourse and policy-making on health disparities in other nations in order to determine the degree of biomedical dominance in minority health policy-making in other contexts and the forces that produce it.
NOTES
1 For the purposes of this paper, we use the language of Congress without interrogation.
Thus, we use terms such as "minority", "race", "ethnicity" and "Hispanic" without examining their problematic social construction. (For such an examination, see Cornell & Hartman, 1998; Omi & Winant, 1994; Ramaga, 1992; Wilkinson, 2000) .
METHODOLOGICAL APPENDIX
We attempted to identify all relevant congressional bills from 1975 to 2002 that addressed the health of racial and ethnic minorities (contact authors for search criteria). We uncovered 400 bills. We then excluded bills that dealt solely with Native Americans since this group is small and more importantly has a unique political situation related to tribal governments, treaties, and the Indian Health Service. We also excluded appropriations and budget reconciliation bills, and bills that, although indexed as relating to minorities and health, did not actually address minority health. We included bills if they referred to minorities, particular racial or ethnic groups, diversity, under-represented groups, or border areas. We did not include bills that referred to the medically underserved since these included low-income whites and residents of rural areas. After excluding these various bills, we were left with 219.
We double-checked our dataset against the "minorities" index of the Digest of Public General Bills and Resolutions-up until 1990 when the Digest ends (Congressional Research Service, 1975 ). This index did not include any bills that our dataset did not and missed many bills that our dataset did include. It was quite common for multiple bills in the same Congress to contain identical or highly similar proposals for addressing minority health. Legislators often introduce the same bill in both houses so that it may proceed concurrently in each and initial bills are often folded into later ones. We excluded 72 duplicate bills in order to avoid over-counting the proposals that they contained. This left us with 147 bills. Many bills contained more than one proposal, and many proposals could be categorized with multiple codes. As a result, some bills received as many as nine topic codes-though 70 percent received three codes or fewer. In most instances, bill summaries were sufficient for our coding purposes but, when necessary, we consulted the full text of the bill. S. 1177, 1980) .
Community Participation
Policies should ensure that members of local and minority communities participate in the planning of minority health initiatives.
Proposals include attempts to ensure that members of local and minority communities participate in the planning of health care provision, public health interventions and research on health disparities.
"Activities carried out by such a project shall include the following: (1) Planning, organizing, and conducting a symposium of all major elements of the community to identify the best ways to reach and influence African American individuals in the community" (H. R. 1218, 2001 ).
